The discussion of whether interventional cases should be demonstrated and transmitted is as old as interventional cardiology itself. In fact, it precedes interventional cardiology, as the surgical "theater" was indeed a place for the "show." Demonstration has been accepted as a critical component of the educational process in our specialty. The dual objectives of live case demonstration, the care of the patient, and the instruction of others, are not a balanced goal, because the care of the patient must always be primary. I have discussed this topic in this space previously (1), and attempts at studying the safety and value (2) have generally come down on the side of the worth of live cases, although such assessments are perhaps not without some bias. I have been witness to situations in which the safety of the patient did not seem to have been the primary goal, and this should never be repeated.
guiding catheter toward the LAD or circumflex artery. The lesion was short, and therefore balloon dilation should have cracked and displaced it nicely, leaving an adequate lumen. With the first balloon inflation, there was no flow down the LAD. Shortly thereafter, hypotension and ventricular fibrillation ensued. I remember the audience's response was a collective gasp, even if inaudible. As the paddles came out to perform defibrillation, I cut the transmission, and off the patient went to the operating room. Later, when Andreas rejoined me in the auditorium, we reflected on what happened. We always believed that this case may have been the most educational of the course. We speculated that a significant number of people in the room would decide that interventional cardiology was not for them, and that may have been a blessing.
What value was provided by this live case demonstration? Would it have happened if the case had not been transmitted? I think what was learned, as has been learned by all experienced operators, was that we must expect the unexpected. In the early days, complications were frequent, and therefore this lesson was constantly being reinforced. Now most cases, even at live demonstration courses, go smoothly, and the impression may be given that interventional cardiology is easy. It has always been clear to me that the lack of complications in routine situations is not an adequate measure of quality. It is in the most difficult and unexpected settings that operators and systems are really tested. I have landed a commercial jetliner (actually a simulator) under controlled conditions. I am sure the passengers on Captain Chesley Sullenberger's plane were appreciative of the training, skills, and systems in place enabling him to land safely in the Hudson River.
None of us want to encounter a case like the one at Mount Sinai Hospital, but it is always lurking out there. Fortunately, the news is good. The patient "miraculously" recovered and was eventually discharged in good shape. The miracle, however, was possible only because of a well-developed system to cope with the unexpected. Whether to perform live case demonstrations or not will continue to be discussed, but my view is that, as diligent as we must be to avoid complications, it is from these adversities that we learn the most.
